Discussion
The differential diagnosis of chronic obstructive jaundice is often difficult. There is frequently a history of viral hepatitis and hepatotoxic drug ingestion and these have to be considered both as causative and complicating factors. Mechanical obstruction in the biliary tract must always be excluded and up to the present time a patient suffering from primary biliary cirrhosis has required laparotomy and direct cholangiography for this purpose. Laparotomy can be avoided in a few cases by percutaneous cholangiography. Recently it has become possible to establish the Although these two tests are nonspecific it appears that they may be used in this particular clinical context to differentiate primary biliary cirrhosis from other causes of biliary obstruction or cholestasis. The patient who suffers from this 568 Proceedings ofthe Royal Society ofMedicine condition may, thereby, be saved a laparotomy and its possible complications. Dr J R Hobbs: Dr Harrison drew my attention to a report of excessive IgM globulin in the sera of 2 patients with biliary cirrhosis (McKelvey & Fahey 1965) . Besides the serum of this patient I had deep frozen aliquots of sera from 9 patients with histologically confirmed primary biliary cirrhosis and 6 patients with predisposing bile duct disease, and biopsy proven secondary biliary cirrhosispatients of Professor Sheila Sherlock, who has kindly allowed me to study their sera. The results of immunoglobulin assays are shown in Fig 1 and were the same by the method of Soothill (1962) and by that of Mancini et al. (1964) . It is clear that only elevated IgM is present in all primary cases so that biliary retention alone cannot account for this finding. In some cases the levels are comparable to those found in primary monoclonal macroglobulinwmia, but immunoelectrophoresis shows diffuse even precipitin arcs against anti-IgM in all 10 cases, in other words the increase Abnormally raised IgM is afeature ofthe primary type only is polyclonal. Furthermore IgG and IgA levels are normal. This isolated increase of IgM puts primary biliary cirrhosis into the category of polyclonal gammopathy along with some types of systemic lupus erythematosus (Hobbs 1966 First seen as an outpatient on 6.1.55 complaining of polyuria, excessive thirst, weakness and loss of energy with disturbances of vision, all occurring in the previous three weeks. Her husband had noticed increasing pigmentation in the last few months and she had lost a stone in weight recently. Past history: Infective hepatitis thirty-five years previously. Family history: Negative both for Addison's disease and for diabetes. On examination: Weight 9 st. Brownish pigmentation of palate, gum margins and skin with clusters of nwvi. The palmar creases were pigmented, but the pressure areas on the body were spared. Investigations: Blood pressure 110/80. Liver slightly enlarged. Hb 13-3 g/100 ml. WBC 7,000 (eosinophils 6%). Blood sugar 365 mg/100 ml. Plasma Na 117, K 5'1, Cl 85'5 mEq/l. Liver function tests showed abnormal flocculation.
X-rays of chest and abdomen: Normal heart with no calcification of adrenals.
Liver biopsy normal. Serum iron 122 pg/I00 ml. Kepler coefficient 5 5.
Four-day ACTH test showed 20% decrease in eosinophils and no significant increase in urinary 17-ketosteroids. Treatment: She was treated initially with up to 3 g of added salt alone. In March and April 1955 a total of 300 mg of DOCA was implanted. From May 1955 to September 1958 she had DOCA crystals intramuscularly. In April 1955 she was started on cortisone 25 mg a day and her requirements have varied between this and 12'5 mg daily up to the present. From October 1958 she has
